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PERIPHERAL NEURITIS* 


By Freperick P. Mogrscu, M.D. 
Section on Neurology, The Mayo Clinic, Rochester, Minnesota 


To most physicians the terms “‘neuritis’’ and ‘‘pain’’ are synony- 
mous. It is true that pain is one of nature's signals of disease and, as 
Dr. John B. Deaver has well said, ‘‘Pain is the language of a suffering 
nerve."" However, every pain is not a neuritis, and every neuritis 
need not be painful. Laymen and also physicians are prone to ascribe 
ill-explained pains to a neuritis and, as a result, the term is in dis- 
respect, when in reality it is deserving of the dignity that belongs to a 
definite disease process. 

If physicians can but keep in mind the definition of neuritis, they 
will save themselves much embarrassment and gain a clear insight into 
the process. A neuritis may be defined as an affection of any portion 
of a peripheral neuron that is characterized by a disturbance in func- 
tion, which may be motor, sensory, or combined and which is usually 
associated with pain. A neuritis is not always the result of an in- 
flammatory process, but may be due to toxic or traumatic causes. In 
reality it represents a disturbance in the function of the nerves and the 
severity of the disturbance depends upon the degree of the injury that 
the nerves sustain. 


ANATOMY AND PHYSIOLOGY 


Every nerve is made up of neurons, and every neuron consists of a 
cell body with numerous fibers. One of these cell fibers goes to form 
the axis-cylinder, which is the main conductive element of the cell. 
The axis-cylinder is insulated by a myelin sheath except in the case of 
sympathetic nerves and the olfactory nerves. The myelin sheath is 
interrupted at regular intervals by constrictions known as the nodes of 
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Ranvier. Surrounding the myelin sheath is the neurilemma, or sheath 
of Schwann. Small clusters of nerve fibers are held together in small 
bundles by the endoneurium. Several of these bundles are in turn 
held together by the perineurium, while the whole nerve is surrounded 
by the epineurium. The lymph spaces of the nerves run in the endo- 
neurium and perineurium and are continuous with the subarachnoid 
space of the brain and spinal cord. It is the presence of this direct 
communication between the central nervous system and the peripheral 
nervous system that permits infection to travel from the central 
nervous system to the nerves or from the nerves to the central nervous 
system. In the epineurium are the blood vessels which supply the 
nerves. Small branches of blood vessels penetrate into the nerves and 
through the perineurium, and it is these fine blood vessels which are 
affected in so-called ischemic neuritis. When a nerve fiber is injured, 
either by trauma o1 by inflammation, the myelin sheath breaks up 
into lecithin bodies and fat droplets. The axis-cylinder fragments and 
the cells of the sheath of Schwann proliferate. The distal portion of 
the nerve may entirely degenerate; this degeneration is called Wallerian 
degeneration. As a rule, the proximal portion of the nerve degener- 
ates to the first node of Ranvier. The degeneration may extend fur- 
ther backward, in which case it is called retrograde degeneration. 
The simplest functional combination of neurons is the reflex arc. The 
speed of conduction through a nerve is estimated to be about 400 feet 
per second. The conduction of impulses is associated with a consump- 
tion of oxygen and a liberation of carbon dioxide and heat. A nerve 
is not inert, its ability to carry impulses results from its power of 
metabolism. Nerve fibers are relatively non-fatiguable and impulses 
are propagated not as in a simple conductor, but as an active chemical 
phenomenon. As most nerves, except the cranial nerves, are mixed 
nerves, one finds both sensory and motor changes following the injury 


of a nerve. 
~ 


SYMPTOMS OF NEURITIS 


A neuritis is characterized by certain cardinal symptoms which will 
vary according to the site and the character of the affection. There 
are five cardinal symptoms of a neuritis: pain, weakness, sensory 
changes, trophic changes, and the reaction of degeneration. Every 
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neuritis is not associated with all of these signs, but a diagnosis of 
neuritis cannot be made without some of these signs being present. 


CLASSIFICATION AND ETIOLOGY 


There is no classification of neuritis that is entirely satisfactory, 
both from a clinical and pathologic standpoint. For practical pur- 
poses one may divide the forms of neuritis into two large groups: (1) 
focal neuritis or mononeuritis, and (2) multiple neuritis or poly- 
neuritis. Focal neuritis is usually of traumatic origin. Any nerve of 
the body may be affected, and the neuritis is given the name of the 
involved nerve, as ulnar, median, or peroneal neuritis. Occasionally, 
a focal neuritis may result from a toxic or infectious cause. Multiple 
neuritis is only occasionally the direct result of trauma. Among the 
more common causes are the following: metallic poisons, such as lead 
and arsenic; chemical agents, such as dinitrophenol, triorthocresyl, 
and various carbon compounds; toxins, such as diphtheria toxin; in- 
fectious diseases, such as influenza, scarlet fever, and mumps; metabolic 
disturbances, such as diabetes, hematoporphyrinuria; vitamin de- 
ficiencies, such as pernicious anemia, beriberi, alcoholism, pellagra; 
vascular diseases, such as arteriosclerosis and periarteritis nodosa. 

Traumatic neuritis. Asa general rule, traumatic neuritis is a mono- 
neuritis. The trauma may‘ in the nature of a cut, a blow, prolonged 
pressi."¢, of it may be caused by disease, as single tumors (neuromata), 
multiple tumors (neurofibromas), and vascular disease (ischemic neu- 
ritis). If the trauma is severe, several nerves or a plexus of nerves 
may be injured, but multiple peripheral neuritis does not result from 
trauma alone. Time will not permit a discussion of all forms of trau- 
matic neuritis, but mention should be made of some of the more com- 
mon examples. The musculospiral nerve is frequently injured in 
fractures of the humerus, either by direct trauma or by being caught in 
the callus. The ulnar nerve is prone to injury in fractures of the elbow 
joint. At times the nerve will escape direct injury, but later, owing to 
callus formation, the nerve may be exposed to recurring mild trauma 
which will produce a tardy ulnar palsy. Both the musculospiral and 
ulnar nerves are subject to pressure on the operating table, and only 
careful protection of the arms will obviate the occurrence of such in- 
juries. A neuritis of the median nerve occasionally results from 
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injuries or prolonged pressure about the wrist. In the lower extremi- 
ties the tibial nerve and the common peroneal nerve are the more vul- 
nerable nerves and may be injured in fractures of the bones of the leg. 
Woltman has described a peroneal neuritis that is the result of com- 
pression of this nerve. It may follow prolonged or repeated crossing 
of the legs and has come to be called “‘crossed-leg palsy.’ In extensive 
injuries several nerves or a plexus may be injured. Single or multiple 
tumors may occur on nerves and may produce neuritis. Occasionally, 
in the presence of an unexpected malignancy, a malignant infiltration 
of a nerve or nerve plexus may occur and be misinterpreted as a simple 
neuritis, unless the possibility of metastatic infiltration is kept in 
mind. In the presence of any ill-explained mononeuritis, the possibility 
of an occupational factor should be considered, as in the execution of 
some routine movement the related nerve may be traumatized. It is 
well, at this point, to say a word about ischemic neuritis, which is 
usually considered under the heading of neuritis of vascular origin. 
Ischemic neuritis or Volkmann's ischemic neuritis, as it is frequently 
termed, is due to an acute injury or obstruction of the nutrient vessels 
of alimb. The trauma may be in the form of a tight fitting bandage or 
cast, although the pressure may result from local hemorrhage and 
swelling, which serves to compress the nerves. The resulting neuritis 
is very painful. There is a characteristic board-like induration of the 
tissues that is very resistant to any form of therapy. 

Multiple neuritis. Multiple neuritis is a general term applied to the 
neuritides of widespread character. The term itself carries no etiologic 
significance, but under this general heading are placed the various 
forms of multiple peripheral neuritis which are the result of diverse and 
unrelated causes. A severe multiple neuritis is, as a rule, symmetrical 
in its distribution, of rather slow onset, of long duration, and is asso- 
ciated with marked objective manifestations. 

Neuritis caused by metallic poisons. Under this heading are included 
the neuritides caused by lead, arsenic, thallium, mercury, bismuth, 
tin, copper, and silver. The possibility of such an etiologic factor 
should be kept in mind in the presence of an unexplained neuritis. Of 
the metals, lead and arsenic are the most common causes of multiple 
neuritis. These two metals have what may be termed a specific selec- 
tivity for nervous tissue; lead has an affinity for motor nerve fibers, 
while arsenic is prone to produce a sensory form of paralysis. 
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Lead neuritis. The prevalence of lead and arsenic in the arts and in 
the trades makes them ever present, and they must be thought of at all 
times when considering the etiology of a neuritis. The prevalence of 
lead is attested by the fact that in breast milk of many nursing women 
small quantities of lead are frequently found. There is an individual 
susceptibility to intoxication from these chemicals. It must be re- 
membered that lead and arsenic are occasionally found in face powders, 
face creams, and in home-made preparations such as sauerkraut in 
which the containers are made or lined with substances containing lead 
or arsenic. 

Lead produces a motor paralysis which is usually symmetrical. 
There is rarely any marked disturbance of sensation, and pain is not a 
prominent symptom. Bilateral wrist-drop and foot-drop are the char- 
acteristic findings, although the muscle weakness may be very ex- 
tensive. Lead colic is rather uncommon in cases of lead neuritis. 
The blue line on the gums should be looked for in every case of sus- 
pected lead neuritis. The blood smear may show stippling of the 
erythrocytes. In the urine there may be traces of lead ranging from 
0.25 to o.§ mg. per liter of urine. There are certain unusual forms of 
lead intoxication in which there is involvement of the spinal cord and 
brain, which produces the picture of an encephalopathy. Rarely are 
the optic nerves affected. 

Treatment of lead neuritis cannot be effective until the source of 
supply has been stopped. In the early treatment, an attempt is made 
to immobilize the lead in the skeletal system by the administration of 
calcium and alkali. Large amounts of milk should be added to the 
diet. As the symptoms of neuritis disappear, elimination of the lead 
may be aided by the use of ammonium chloride or parathyroid extract. 
Hot packs and the ingestion of large quantities of fluids may aid in this 
process. Lead is difficult to eliminate from the system, and the symp- 
toms of lead neuritis may persist for many months. 

Arsenical neuritis. Arsenic may be even more prevalent than lead; 
at least, arsenical neuritis is stated by Woltman to be four times as 
common as lead neuritis. It is not always easy to determine the source 
of the arsenic in any given case. Frequently, arsenic is used medic- 
inally in the treatment of syphilis and anemia, and it may produce a 
neuritis, especially if the patient is susceptible to a neuritis. At times, 
arsenic may be introduced into the system in drinking water. In- 
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secticides and various sprays are common sources of arsenic, and 
epidemics of arsenical neuritis have been attributed to their use. 
Some persons are very susceptible to the toxic effects of arsenic. At 
times, large amounts of arsenic are found in the urine without any 
evidence of a neuritis; on the other hand another person with oaly a 
trace of arsenic in the urine may have a severe neuritis. 

The early symptoms of an arsenical neuritis may be confined to the 
gastro-intestinal tract and may be very misleading unless the possibility 
of an arsenical intoxication is kept in mind. Dermatitis of various 
forms, such as changes in pigmentation, desquamation, and hyper- 
keratosis may precede or accompany the onset of the neuritis. 

The neuritis caused by arsenic is chiefly of a sensory type; there are 
intense pains, tenderness, and paresthesias of the affected parts. The 
motor symptoms are less striking but occur in cases in which the 
neuritis is severe. The lower extremities are mainly affected, although 
the upper extremities usually share in the neuritic symptoms. Unless 
the nature of the condition is recognized, it may be of a very chronic 
nature with attendant changes in the skin, hair, and nails. 

The main factor in the treatment of arsenical neuritis is to stop 
the ingestion of arsenic. Once the ingestion of the arsenic has been 
stopped, improvement gradually occurs. In some instances elimina- 
tion of the arsenic is very slow, and residual motor, sensory, and skin 
changes may persist for many months or be permanent. The use of 
sodium hyposulfite, intravenously, has been highly recommended as 
an aid in eliminating the arsenic; there is considerable evidence that it 
is not as helpful as was formerly supposed. Other general measures, 
such as are indicated for any neuritis, are to be instituted. 

Thallium neuritis. Neuritis due to thallium is rare. It is men- 
tioned here because an unscrupulous drug vendor occasionally will 
place on the market a depilator containing thallium. As a result of 
ignorance on the part of laymen, an outbreak of neuritis occurs. 
Thallium is an efficient hair remover, but it produces a severe neuritis. 
It has a selective action on the optic nerves and causes a retrobulbar 
neuritis. In cases of severe intoxication it may produce an encephali- 
tis. In the treatment of thallium neuritis, elimination of the drug is 
the first requisite. Other general measures that should be employed 
are warm baths, very light massage, mechanical support of paralyzed 
limbs, and a diet high in vitamin content. 
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Neuritis caused by chemical agents. Alcohol leads the list of chemical 
agents that are a frequent cause of neuritis. As a result of recent 
studies relating to alcoholic neuritis it would appear ‘advisable to 
place this form of neuritis under the heading of a deficiency neuritis as 
it seems conclusively demonstrated that the neuritis is due to a vitamin 
factor rather than to the direct effects of the alcohol. Other toxic 
chemical agents that produce neuritis are triorthocresyl, dinitrophenol, 
carbon monoxide, carbon bisulfide, and ergot. 

Alcoholic neuritis. Alcohol is said to be one of the most frequent 
causes of multiple neuritis. At times, the neuritis is not the direct 
result of the alcohol, but the alcohol acts as a predisposing cause. 
There is great individual susceptibility to the development of alcoholic 
neuritis. The neuritis may come on acutely or it may be insidious in 
onset. The first symptom is pain. This may be very severe, the nerves 
may be tender, and the distal portion of the limbs may become very 
painful. There is a gradual muscular weakness which may progress 
to the development of foot-drop and wrist-drop. Alcoholic neuritis 
is mainly a motor neuritis. Sensory changes are not as severe as the 
motor changes, but always occur to some extent. The optic nerves 
may be affected and occasionally are the only nerves to present evidence 
of a neuritis. In addition to the involvement of the peripheral nerves, 
there may be a mental condition characterized by confusion and 
confabulation, known as Korsakoff's psychosis. It is a question 
whether alcoholic neuritis is due to direct toxic effect of the alcohol or 
to a vitamin deficiency resulting from a dietary disturbance. From 
experimental work it appears that vitamin B plays a definite rdle in 
the production of an alcoholic neuritis. It has been shown that 
persons may continue to drink from one pint to one quart of whiskey a 
day without the development of a neuritis if they obtain sufficient 
vitamins. 

It is important to place these patients on a well-balanced, high 
vitamin diet. This should be supplemented by injections of vitamin B 
concentrates and liver extract. Naturally, the use of alcohol should be 
discontinued. General symptomatic measures should be instituted as 
for any neuritic affection. It is the rule that patients who have an 
alcoholic neuritis recover after the use of alcohol has been discontinued. 
At times, residual motor weakness remains; this suggests that there 
has been some injury to the anterior horn cells of the spinal cord. 
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Jamaica ginger paralysis (jake-leg paralysis). Jamaica ginger pa- 
ralysis is due to triorthocresyl phosphate. This substance is also found 
in some toxic preparations of ergot. During the days of prohibition, 
some 30,000 cases of Jamaica ginger paralysis were observed. The 
symptoms may come on acutely or two to three weeks may elapse 
before signs of a neuritis develop. The paralysis is mainly of a motor 
type; it especially affects the distal portions of the limbs. There 
may be a stocking or glove type of anesthesia. The intestine and 
bladder are not involved. Recovery is very slow. There may be 
injury of the cells of the anterior horns of the spinal cord, in which 
event there is but little recovery. The optic nerves may be affected, 
and mental changes occasionally occur. 

Very closely allied to Jamaica ginger paralysis is the neuritis that is 
caused by apiol, a preparation which is employed as an abortifacient. 
The etiologic agent in this type of paralysis also is triorthocresyl phos- 
phate, and the symptoms are essentially the same as those of Jamaica 
ginger paralysis, but owing to the small amount of apiol that is used, 
this does not produce the severe changes encountered in Jamaica ginger 
paralysis. 

Neuritis caused by other chemical agents. Another substance to be 
considered in the etiology of neuritis is orthodinitrophenol. This 
preparation is employed in the treatment for obesity. It produces a 
painful peripheral neuritis that is associated with paresthesias and 
weakress, especially of the lower limbs. 

Other chemical substances that may produce peripheral neuritis are 
veronal, emetine hydrochloride, benzene, carbon monoxide, carbon 
disulfide, and trichlorethylene. 

The treatment of any of these forms of neuritis is essentially that of a 
chemical neuritis. 

Toxic or infectious polyneuritis. The term ‘‘toxic neuritis’’ was and 
still is used by some writers to include the neuritities caused by me- 
tallic poisons, chemical agents and toxins 6f bacterial, virus, or other 
origin. Here the term is restricted to include only those types of 
neuritis that are associated with an iafectious process, or are the result 
of an endogenous or exogenous toxin. The best example of this form 
of neuritis is diphtheritic neuritis. Any of the acute infectious dis- 
eases such as measles, mumps, scarlet fever, influenza, and tonsillitis 
may be followed by a neuritis. Leprosy, antirabic treatment, and the 
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toxins liberated by certain ticks are also prone to produce a multiple 
neuritis. Here, too, belong the rather rare neuritities that follow the 
use of immune sera such as tetanus antitoxin. 

Diphtheritic neuritis. Diphtheritic neuritis is rather common. It 
usually occurs from two to three weeks after the onset of the illness, 
but it may occur sooner, as evidenced by paralysis of the palate. There 
may be a localized form in which the paralysis is confined to the soft 
palate, or the neuritis may become generalized and involve all of the 
limbs. There are three characteristics of a diphtheritic neuritis which 
make it such a specific disease entity. First, there is the local paraly- 
sis, which in the case of faucial diphtheria consists of paralysis of the 
palate; second, there is the specific paralysis, which is the paralysis of 
accommodation, and third, there is a generalized motor paralysis. 
During the acute illness or within two weeks after onset of diphtheria, 
the paralysis of the palate will be noted and there will be a disturbance 
of accommodation. The patient may recover entirely from the cranial 
nerve palsy before the generalized motor paralysis appears. There 
may be some sensory disturbance but this is usually rather slight and 
the patients rarely complain of much pain. For this reason they may 
refuse to remain in bed, but it is highly advisable that they do so. 
Diphtheritic neuritis has frequently been considered to be an ascending 
perineuritis. This would assume that the infection travels up the 
lymph channels of a nerve to the nuclei where it produces the paralysis. 
Such a theory would well account for the local palate paralysis, but 
would not account for the generalized paralysis. 

The treatment consists primarily in the avoidance of general physical 
fatigue and the prevention of contractures. Recovery is the rule, but 
a year or more may elapse before complete restoration of function has 
occurred. The use of vitamin B, strychnine, and digitalis are to be 
recommended. During the early months of the neuritis, complete rest 
in bed should be insisted upon to avoid cardiac failure. 

Neuronitis. This term has been used to describe certain forms of 
polyneuritis of unknown origin. Such terms as ‘‘polyneuritis with 
facial diplegia,"’ ‘‘polyradiculitis,"’ and ‘‘polyneuronitis’’ also have 
been employed. The etiology is not known but the disease is thought 
to belong to the group of virus diseases. 

As a rule, the condition appears as the aftermath of some acute in- 
fectious disease. It affects children as well as adults. Usually, there 
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is a rapidly progressing motor paralysis of the extremities in which the 
distal portions are chiefly affected. Facial weakness may or may not 
be present. The lower extremities are mainly affected; the deep tendon 
reflexes gradually disappear, and sensory changes of a moderate degree 
may be present. Tenderness of the muscles may be present, but there 
is rarely the severe pain that is seen in neuritis caused by alcohol or 
arsenic. In several instances choking of the optic disks has been ob- 
served. The course of the illness is usually afebrile. Recovery may 
occur within a few months, but in cases in which the symptoms are 
severe recovery has extended over a period of two or three years. 
While recovery is the rule, the mortality rate in cases observed at The 
Mayo Clinic was about 14 per cent. 

A striking feature of the disease that is of diagnostic importance is 
an increase in the protein content of the spinal fluid. The concen- 
tration of protein may reach 400 to 800 mg. per 100 c.c. of spinal fluid. 
Occasionally, the spinal fluid is slightly yellow and pleocytosis may 
be altogether lacking. 

As the etiology of the affection is not known, there is no specific 
treatment. It is important to keep up the nutrition of the patient. 
If signs of bulbar paralysis occur, the patient may have to be fed by 
means of a nasal tube. In my experience the use of large doses of 
vitamins B and D and the administration of sodium chloride appear 
to have been helpful. 

Neuritis resulting from deficiencies. In the past fifteen years it has 
been more and more appreciated that the forms of neuritis resulting 
from vitamin deficiency are much more common than previously recog- 
nized. Under this heading are to be considered a group of cases of 
neuritis in which the etiology is none too clear but in which a vitamin 
deficiency plays a definite rdle. The diseases that are specially to be 
considered here are: pernicious anemia, beriberi, pellagra, acrodynia, 
neuritis of pregnancy, and alcoholic neuritis. 

Pernicious anemia. A peripheral neuritis may be one of the earliest 
signs of pernicious anemia, and may precede the hematologic changes 
by months. For this reason valuable time may be lost before an accu- 
rate diagnosis is made. The neuritis is usually a forerunner of a more 
serious disturbance of the spinal cord which is characterized by changes 
in the posterior and lateral columns. The neuritis is usually not very 
extensive but the paresthesias of which the patient complains are very 
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characteristic. The neuritis is usually confined to the sensory elements 
of the peripheral portions of the nerves. In cases in which the symp- 
toms are severe, changes in the spinal cord far exceed the changes in 
the peripheral nerves and constitute the problem of major importance. 

Beriberi. Beriberi was long considered to be a disease of the Orient. 
Today, it is recognized as a deficiency disease and may occur in any 
climate; it is the result of the prolonged use of a poorly balanced diet 
that is low in antineuritic vitamins. It is liable to occur among in- 
fants who are improperly fed, among alcoholics, and among the poor 
who do not receive a well-balanced diet. The neuritic symptoms are 
those of a sensory-motor type of multiple neuritis. In addition to the 
signs of the neuritis, marked gastro-intestinal symptoms may be 
present and death may occur from exhaustion. 

Pellagra. A dietetic deficiency also is the basis of the neuritis that 
occurs in cases of pellagra. The neuritis is usually most severe in the 
lower limbs. Pigment changes of the skin are common and Jate in the 
progress of the disease mental symptoms may dominate the picture. 
The diagnosis of pellagra is not always easy to make as the condition 
may develop rather insidiously in association with a chronic de- 
bilitating disease. 

Treatment of neuritis that is caused by vitamin deficiencies consists 
of the care of any underlying debilitating disease. The diet should be 
high in calories. Vitamins and liver extract should be administered 
and supportive measures should be employed in the acute crises. In 
all these conditions it is important to bear in mind that the treatment 
must be carefully supervised as the patients frequently become careless 
and the end results are not satisfactory. Thus, in pernicious anemia 
the associated neurologic manifestations may not respond to the treat- 
ment that is adequate to restore a normal blood picture, and more 
intensive therapeutic measures must be followed. 

Neuritis of metabolic origin. Under this heading belong the neuritides 
associated with diabetes, gout, and hematoporphyrinuria. Diabetic 
neuritis is the more common and important neuritis of this group and 
deserves a few special remarks. 

Diabetic neuritis is rare among young persons. It is most frequently 
observed among elderly patients and occurs especially in association 
with arteriosclerosis of the limbs. Some authors are of the opinion 
that the arteriosclerosis is the causative factor of the neuritis and 
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that the diabetes is incidental. Diabetic neuritis is so characteristic 
that it appears that the diabetes must be considered as playing an 
important rdle in its production. The neuritis has little relationship 
to the amount of sugar in the urine and may occur in cases in which the 
diabetes appears to be well controlled. It even may progress under 
well regulated treatment for the diabetes. The neuritis most “fre- 
quently involves the lower limbs and is of the sensory type. Par- 
esthesias are exceedingly troublesome and the patients have much 
pain. At times, the neuritis may be very profound and there may be 
evidence of involvement of the spinal cord. In such instances the 
spinal fluid may contain an increased amount of protein. 

The treatment of diabetic neuritis is a difficult problem. The 
diabetes must be brought under control but this alone is not sufficient 
to bring about improvement in the neuritis. In addition, general 
symptomatic measures should be employed. Recently, the use of 
sodium chloride has had some very beneficial effect. It is exceedingly 
important to avoid sedation as the long suffering frequently makes 
these patients an easy prey to drug addiction. 

Neuritis of vascular origin. The most common form of neuritis of 
vascular origin is that seen in cases of severe arteriosclerosis. The 
neuritis is usually of a mild character; it is of the sensory type and 
annoying paresthesias are the patient's chief concern. It is probably 
true that many of the neuritities attributed to arteriosclerosis are in 
reality due to a combination of factors. While the diagnosis of arterio- 
sclerotic neuritis is frequently justified the possibility of other causative 
factors should not be overlooked. 

Woltman has recently called attention to the neuritis associated with 
periarteritis nodosa. This is an uncommon condition and not readily 
diagnosed. It may closely resemble a neuronitis. The neuritic symp- 
toms may be focal or general; pain, fever, leukocytosis and enlargement 
of the spleen and lymph nodes are of diagnostic importance. Unfortu- 
nately, there is no satisfactory treatment for the condition. 

Ischemic neuritis is the other important form of vascular neuritis. 
This has been referred to under the heading of traumatic neuritis as 
trauma frequently plays an important réle in its development. 


COMMENT 


I have avoided discussing the subject of neuritis of the cranial 
nerves as this is a long and complicated chapter in neurology. I have 
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also avoided mention of the more uncommon forms of neuritis which 
might only serve to confuse this discussion. 

No discussion of neuritis is complete without a few remarks on the 
differential diagnosis of neuritis. The more common conditions to 
bear in mind in the diagnosis of a neuritis are tabes dorsalis, tumors 
of the spinal cord, poliomyelitis, arthritis and fibrositis, neuralgias, 
malignant infiltrations of nerves, multiple neurofibroma, and pain 
caused by visceral disease. If one bears in mind that there are but four 
major neuralgias, namely, trifacial, glossopharyngeal, occipital, and 
recurrent laryngeal, one may avoid the mistake of calling an ill ex- 
plained pain a neuralgia, or of calling a neuralgia a neuritis. 
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THE PSYCHOLOGICAL FACTOR IN DISEASE* 
By Kart A. Mennincer, M.D. 


No feature of the modern medical scene presents more alluring 
prospects, both in theory and in practice, than the increasing recog- 
nition of the emotional factor in organic disease. The growing 
interest in this aspect of medicine is reflected in the research now in 
progress in numerous centers, and in the ever expanding bulk of per- 
tinent medical literature. But even if none of these researches had 
ever been published, the daily experience of every thoughtful, in- 
tuitive physician must have led him to similar conclusions were it 
possible for him to allow himself to think what he has been taught 
never to believe. 

For there is a strange paradoxical situation in this matter, in that 
what we all know in private life we do not discuss in our public scien- 
tific sessions. Every doctor in this audience knows that it is impossi- 
ble to separate human psychology from human physiology and human 
chemistry. Yet look at the program of this meeting; look at our 
exhibits; look at the curricula of our medical schools—and tell me why 
the psychological factor in disease is avoided as if it were taboo. 

As a psychiatrist, I have for a long time been interested not only in 
the psychology of my patients, but in the psychology of myself, and 
of my colleagues. Logically, therefore, I have reflected on this curious 
fear of or aversion to the discussion of psychological concepts, and I 
believe numerous factors contribute to it, to summarize which would 
be impossible in the time allotted me today. I will concede, however, 
that one factor is a charge to be laid at the door of us psychiatrists, 
who have not always remembered that we are doctors first and psy- 
chiatrists afterwards, and that we must speak to our fellow-physicians 
in the common language and not in a psychiatric jargon. 

Perhaps, too, if psychological factors-in disease had not been made 
the basis of a so-called religion, one of the tenets of which is that all 
doctors are wicked, physicians might not have been so slow to acknow!l- 


*Read before the Sectionon General Medicine of The American Medical Association, 
San Francisco, California, June 16, 1938. 
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edge the truth back of the distortion. They forget that this creed arose 
im part as a reaction against the static materialism of a medical prac- 
tice which ignored psychological data completely. 

But there are other reasons for this reluctance of doctors to consider 
scientifically the psychological factor in medicine. There is a group 
of thoughtful medical men whose stumbling block is their inability 
to reconcile their knowledge of the physiochemical operations of the 
body with what they regard as the unproved claims of those who use 
psychological techniques. A representative of this group recently 
voiced these objections to me in these rather typical words, “I hear 
what you say about gastric ulcer and arthritis and prostatitis and hy- 
perthyroidism and asthina being cured by psychotherapy. I know 
what has been written about ulcers and hemorrhages being produced 
by suggestion. Asa gentleman and a fellow scientist, I may not doubt 
your word, but to me it just does not make sense. I am familiar with 
your theory about self-destruction and I can see how a man might 
voluntarily cut off his nose to spite his face, but how could he inflict 
such damage upon his prostate or his stomach or his thyroid? There 
are no voluntary nerves tothese organs. The autonomic nervous system 
does not carry such purposive impulses. There isn't any known way 
that one’s thinking, conscious or unconscious, can affect one’s organs 
except in a very general way, such as bodily tension or fatigue. I 
can't repudiate my belief in anatomy and physiology, and therefore 
I can't accept these research reports about emotional factors in phys- 
ical disease even though they are attested to by credible scientists and 
colleagues. I am compelled to believe that they are coincidences or 
misinterpretations of fact." 

To such colleagues, and I believe there are quite a few of them, I 
would make the following reply: In the first place, it és possible to 
account for many of the organic responses to emotion on the known 
facts of autonomic innervation and function, especially in the light of 
the newer knowledge of the hypothalamus.' Hence, even on their 
own grounds, such objections are unsupported. But in addition to this 
there is a new line of supporting evidence coming from the experimen- 
tal physiologists which I think should be widely disseminated. The 
work of some of the Russians,* Rasenkov and others, have shown that 
cortical stimulation evokes hormonal! substances capable of producing 
the same effects as does the direct stimulation of the brain itself; the 
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injection of blood and spinal fluid obtained after the stimulation of 
the brain will affect the pancreas, for example, in the same way as did 
the original cortical stimulation. The same principle underlies the 
work of the American, Bender,? who demonstrated that the facial and 
ocular reactions characteristic of fright could be produced inmonkeys 
after destruction of the nerve supplying these muscles. Bender showed 
further that the same muscular contractions could be invariably repro- 
duced by administration of acetylcholine. This would suggest that 
the emotion of fright stimulates the production of acetylcholine or a 
substance like it which in turn can produce reactions which we have 
for hundreds of years supposed to be dependent exclusively upon direct 
nervous stimulation. Hall* of Toronto has gone further and shown 
that injections of acetylcholine are followed by the production of 
pathological organic lesions of a wide variety and Gardner, Smith, 
Strong and Allen* have shown that lesions of various types and in 
various organs may be produced in animals through the use of large 
doses of estrogen. This is a continuation of work begun twenty years 
ago by Lathrop and Leo Loeb® and represented more recently by the 
experiments of Lewis and Geschickter® correlating the estrogenic hor- 
mone with various tumor growths. 

What does this all sum up to? Simply this: that it is no longer 
possible to say that there is no experimental evidence for the existence 
of physiological mechanisms by which psychological activity may 
result in organic damage. This principle may even be extended to 
include neoplasms. It is astonishing that laboratory physiologists 
should thus have come closer to the consideration of the psychological 
factors in cancer than have the clinicians. 

To all this I shall add some of the positive evidences from other 
fields than those of anatomy and physiology as to the validity of the 
concept of the psychological factor in disease. Time prevents my 
more than listing some of these with a few comments on cach. 


1. We know that physical symptoms and signs may be induced by 
stimuli which are essentially psychological in nature. Both hypnosis 
and hysteria afford clear and Re ne evidences that just as a 
blister or a paralysis may be brought about through a mechanical blow, 
they may also be brought about by a psychological blow. If they 
may be loons about then they are coum about. If they are 
brought about under a set of known conditions there is no logical 


wee © 


PSYCHOLOGICAL FACTOR IN DISEASE 17 


reason to dispute the fact that they might be brought about under other 
conditions less well controlled or understood. In other words, the 
fact that we understand the psychological process involved in a 
hysterical paralysis does not mean that there are no psychological 
processes in an organic paralysis. 

2. It is a matter of empirical observation that in some diseases the 
psychopathology is just as conspicuous as the physical pathology and 
it is illogical and unscientific to assume that they have no connection. 
If a man who has been found to have hypertension is also found to be 
living in mortal terror of being declared bankrupt, it is perfectly 
legitimate to attempt to explain these two symptoms separately but 
it is also legitimate to attempt to understand them conjointly. ose 
of us who believe in the unity of the organism cannot be persuaded 
that there is any sense or science in limiting personality study to 
piecemeal consideration. 

3. No one denies the therapeutic effect in some organic diseases of 
a purely psychological or sociological approach. It would be very 
tiresome to this audience to recite even the classical illustrations of 
this. It is more important that I point out that the psychological 
amelioration of an organic disease does not prove its psychological 
origin. In fact, 1 have repeatedly posited that it is philosophically 
impossible to conceive of any disease being purely psychological in 
origin. But such phenomena do show that pathological energy dis- 
bursements can be altered in a favorable way by recourse to psycholog- 
ical techniques just as we already know this to be possible by recourse 
to physical or chemical techniques. That goiter can be cured some- 
times by surgery, no one will deny. That it can be cured sometimes 
by iodine, no one will deny. That it can be cured sometimes by 
psychoanalysis, no one who is informed will deny. This does not 
mean three different kinds of goiter or that one method is as good as 
another. It seems a little trite to say that there are more ways than 
one to kill a cat, but we doctors seem to have to be reminded of it, 
because we have groped along for so many centuries on the assum 
tion that psychology was taboo and not to be touched by scienti 
zealots. 

4. A corollary source of evidence is the empirical observation of the 
alternation or substitution of predominantly psychological and pre- 
dominantly physical disease syndromes as if they stood in some — 
rocal relationship to one another. I refer not only to the structurali- 


zation of symptoms which are at first ‘‘hysterical’’ in nature, later 
becoming organic, but more especially to the less familiar but more 
—— phenomenon of patients ill with a physical disease who, 


cured of that illness against their wishes, as it would seem, replace it 
with a mental disease, and vice versa. We have all seen this many 
times.” 

5. Finally, we cannot take it to be pure coincidence that the same 
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motives, the same psychological structure, can be demonstrated to 
exist in illnesses which are predominantly psychological and illnesses 
predominantly physical. th have he same Rewestinn conse- 
y ern and it 1s difficult to conceive that — do not have in the 
eepest layer of the personality the same self-destructive purpose. 
Whether this be called instinct, energic trend, regnant process, or 
something else does not matter. : 


In conclusion, I should like to say again what I have said many times 
before—namely, that the word psychogenic as applied to a disease 
confuses the issue and misses the point. If we assume that the terms 
psychological, physical and chemical describe three different aspects of 
the same phenomenon and relate primarily to different techniques of 
investigation, approach or management, it logically follows that in 
every disease process there are psychological factors, physical factors 
and chemical factors. For this reason there can be no such thing as a 
psychogenic illness. But there can also be no such thing as a phys- 
iogenic or chemogenic or bacteriogenic illness. There are physical 
and chemical factors in every case of hysteria and there are psychologi- 
cal factors in every instance of ulcer, hemorrhage, infection and cancer. 
The progress of medicine demands that we seek for these, and ignore 
no longer that which is attested to by our experience, our experiments 
and our philosophy. 

To recapitulate, I have submitted some evidences from physiological 
research that psychological processes represented by the wish to fall 
ill may be correlated with the structural or functional disease of an 
organ. I have submitted psychological and empirical evidence in the 
same direction. I do not expect these intellectualizations to overcome 
the emotional resistances of some of my colleagues, but for those who 
see the human being and his environment as a totality of interacting 
functions—and not as a collection of independent parts—the material 
cited may afford reassurance as to the equal validity of psychological, 
physical and chemical data in the studyvof the sick patient. 
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AMATEUR DRAMATICS AS A THERAPEUTIC AGENT IN THE 
PSYCHIATRIC HOSPITAL 


By Norman Rerper, M.D., Davina Outncer, M.A. AND. 
Jeanerra Lyte 


That dramatics have a socializing function in civil life is evidenced 
by the many community theaters and amateur playhouses, some sup- 
ported in part by public funds. The recreational value both to the 
actors themselves and to their audiences is also unquestioned. The 
psychological release obtained from enacting dramatic réles is also 
admitted though not usually considered important in such ventures. 
The individual who elects to engage in amateur dramatics, however, 
usually hopes to find some means of self-development and self-expres- 
sion in addition to the social and recreational values. 

Since all these functions that amateur dramatics fulfill are desirable 
for those patients in a mental hospital capable of participating, one 
might expect that the presentation of plays would be a part of the 
recreational program of such hospitals. Certain obvious difficulties 
are opposed to this, however. The demands made upon the players 
in preparing a play are often too great for a group of patients to under- 
take. The memorizing of a part requires considerable self-discipline; 
appearing before a more or less critical audience requires a degree of 
poise; cooperating with other patients in the production, the observing 
of cues, and punctuality at rehearsals all require a social conscience and 
a regard for others which may be difficult for every member of the 
group to maintain. Furthermore, the tension under which one or 
two of the group may labor after the production is under way may 
force them to drop out at a critical moment, thus disappointing the 
remainder of the cast and bringing the project to a close. 

These very obstacles, however, indicate Some of the reasons why 
dramatics may prove very useful to the recreational therapist when used 
with a group whom the physician considers ripe for such a program. 
When the difficulties are overcome by the group working together 
as a whole, encouraging and helping one another, even bringing a 
certain amount of pressure to bear on timorous or rebellious ones, the 
effect of the experience is a wholesome and therapeutic one which 
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could not be achieved individually. When the obstacles are too great 
to be overcome they may be circumvented in such a way that the pro- 
ject remains a fruitful experience for each patient. For example, in 
many of the plays given by the members of the Little Theater in our 
sanitarium, therapists or nurses act as under-studies prepared to fill a 
rdéle on short notice. In some instances it is desirable that the patient 
know that the entire success of the production does not depend on his 
performance. In others, of course, more responsibility can be given 
to an individual player without untoward effects. Similarly some 
patients will require more prompting, more suggestions and reassur- 
ances than others. It is important that the therapist constantly re- 
mind herself that the benefit the patient derives is of far more impor- 
tance than the presentation of a finished stage production. It is of 
more value to use a number of individuals in the gathering of properties, 
the arranging of sets and costumes and in the actual performance than 
it is to have a few individuals carry the load with more expeditiousness 
and efficiency. 

In this paper we wish to indicate some of the psychological uses 
to which the individual may put his part in a play, aside from the 
social and recreational value the play may have for him as a member 
of the group. We spoke above of the ‘‘psychological release’ the 
average person obtains from acting, the “‘self-expression’’ afforded 
him. Such phrases mean that the individual finds in dramatics, out- 
lets for certain unconscious strivings.* It has been one of our 
aims in the recreation department of the Sanitarium to discover what 
these unconscious needs are, how amateur dramatics may theoretically 
meet them, and in what ways the patient actually manipulates his 
rdle in order to satisfy them in a particular case. Furthermore, the 
careful observation of a patient in a dramatic production by the coach- 
therapist often gives valuable diagnostic and therapeutic leads which 
can be utilized by the physician. 

A detailed description of one play will serve to illustrate how this 
may be done in a variety of patients. 

The plot of the play, Man Submerged, concerns a man who thinks 
women have the easier part to play in the day's routine. He offers to 


* Menninger, W. C.: Individualization in the Prescription for Nursing Care of the 
Psychiatric Patient. J. A. M. A., 106:756-761, Mar. 7, 1936. 
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remain at home and keep house while his wife goes shopping. He is 
interrupted throughout the remainder of the play by salesmen, gossipy 
neighbors, borrowing friends, and even his own son, who disturbs 
him in his housekeeping. Thus by means of comedy and humorous 
situations, the husband learns his lesson—that the woman's lot is not 
always as easy as it looks. . 

The part of the wife who goes shopping while her husband stays at 
home and does the house work was taken by a thirty-seven-year-old 
woman who, before her admission into the sanitarium, had been 
married twice and had had a stage career. She had many masculine 
strivings, wore masculine clothes, and walked with a firm masculine 
gait. These strivings were constantly getting her into difficulty; 
in order to accomplish her ends she would be unduly aggressive toward 
people. Following these manifestations of hostility she would have 
deep feelings of guilt for her aggressive behavior and would become 
depressed. It was clearly indicated as a therapeutic aim that she be 
permitted to take out her aggressions in a more socially acceptable 
manner. This play helped accomplish this aim. Since she was a 
person of talent and ability several plays were suggested to her. 

She refused plays that required real ability, saying that she could not 
keep her mind on a difficult réle. She finally chose this little farce, 
Man Submerged, suggesting that she take the minor rdle of the wife. 
This was not actually a minor rdle for her, as she intended taking a 
major rdle in coaching the play and in choosing the cast. She at- 
tempted to dominate the whole situation even up to the night of the 
final performance. She memorized her own lines quickly, but insisted 
upon needless extra help from the director for her few unimportant 
lines. During play rehearsal she interrupted the other actors’ lines 
at frequent intervals. She made innumerable suggestions as to action 
and costumes; she sometimes tried to change some of the work done by 
the director by trying to put her own ideas forward. Ac the final 
performance, her aggressiveness was again demonstrated: she kept the 
whole cast waiting while some one returned to her room for her gloves, 
which she had forgotten. As the play progressed and she was off- 
stage, she leaned far over the shoulder of the director and peered onto 
the stage, many times disturbing the props. She had the unimportant 
part of ringing a gong at the close of every scene, but, as she was busy 
instructing the rest of the cast, she had to be reminded. While she 
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was on the stage she recited her lines well and showed no stage fright. 
At the conclusion of the play, when the rest of the cast were receiving 
congratulations, she was well up front explaining to the spectators the 
facts concerning the play; how she had just a straight part with no 
comedy, and that she chose not to have a stronger part; that she had 
done a large share of the coaching of the play. Since she had re- 
peatedly asked the doctors to come and bring their children, she now 
demanded to know if she had not been correct in insisting that they 
come. 

It may be observed that through her conduct and interpretation of 
the play many of the unconscious needs of the patient were answered: 
She was able to act out a masculine rdle in a socially acceptable man- 
ner. She was able to free her aggressive drives without a feeling of 
guilt. Since she had a feeling of insecurity she was given a reality 
success that was beneficial. Through the réle she played that of a wife 
going to the city while her husband took the feminine rdle, she an- 
swered an important unconscious wish to dominate her husband and 
to be a man herself. So clearly were her strivings revealed that by 
observing the patient prior to and during the performance the doctors 
were assisted in their treatment of the patient. 

The patient who took the part of a salesman demonstrated his own 
behavior pattern by his reactions to the play. This part was given 
to a young man who was undergoing psychoanalysis for his char- 
acter defects and alcoholism. He had never finished school and had 
never been able to do any real work or to hold a position for any length 
of time. He was essentially a weak character with disadvantageous 
feminine identifications. He could never assume a major réle which 
called for effort and ability because he was so insecure underneath his 
defenses. He was offered the lead in the play, i.e. the part of the 
husband, but was surly and sullen and seemed afraid to accept the part. 
When a minor part was suggested he became cheerful and pleasant 
again and accepted willingly. Thus he acted out, in the acceptance 
of the play, the chief pattern of his entire behavior. This bit of con- 
duct furnished his analyst with excellent material for his analysis. 

Another example will show how a patient's reactions to a play 
resemble his reactions to life. A young man with neurasthenic symp- 
toms was offered the lead also. He had great feelings of insecurity 
which caused his withdrawal from social contacts save for superficial 
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types which he kept up to demonstrate he was still a member of society. 
He read the part aloud and received much praise for his excellent inter- 
pretation, but he immediately became distressed, saying it was too 
much work, and that he couldn't possibly memorize the part. He 
later accepted a minor part just in order to keep himself in the family 
group. He attended the rehearsals irregularly and took part listlessly. 
His conduct and attitude throughout the play demonstrated his 
hostility and ambivalence toward society. 

The lead for the play was finally found in a young man whose illness 
had been diagnosed as a neurotic depression with alcoholic tendencies. 
His participation in the play seemed to supplement his psychothera- 
peutic treatment in such a way that he was able to gain insight into 
one of his chief conflicts. Upon reading the play he immediately 
recognized that the plot turned on what was for him a painful subject— 
namely—passive feminine wishes. He saw that his own conflict was 
one which many men have; in accepting the part he said that he felt 
that acting out might provide additional information useful in the 
understanding of his own makeup. He apparently received consider- 
able gratification from admitting his passivity publicly and making of 
it a humorous predicament, within the safe confines of a play. He 
showed intense interest in the play from the beginning. He memo- 
rized his part immediately, was faithful in attending play rehearsals, 
met characters for special practice hours; in fact, he gave up many 
activities to rehearse with others. He insisted that all properties be 
on hand and in their proper order. This may have been in part a 
protest against the passivity of the part he played. This same protest 
was shown again when he strongly resented the changing of the name 
from the original to Man Submerged. He showed that he wished to get 
all the erotic benefit possible from the play, as he substituted the word 
‘‘kiss"’ for the word ‘‘tell’’ to a young woman who played the part of 
his son. 

He insisted upon a frilly apron instead of a tea towel as had been 
suggested. Here again he demonstrated his desire to gratify his pas- 
sivity, a desire he had fought against for along time. By acting in the 
play this young man was able to assume a feminine rdéle in a socially 
acceptable manner. He acted out a denied wish and in so doing gained 
further insight and understanding into his own problems, thus enabling 
him to make more rapid progress in treatment. 
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The part of the ‘‘borrowing neighbor"’ called for a character who 
was aggressive, interfering and meddlesome. After much urging and 
coaxing a woman of about forty-five years of age accepted the part. 
She had dramatic ability, and was in reality anxious for the part, but 
she had to be urged. She had had several depressions; each time she 
returned home from various institutions she would again become 
depressed. She memorized her lines easily and required little outside 
help. At first she was critical of the part and of the other members of 
the cast, but as the play progressed she became more interested in the 
part and put much of her own expression into it. On her own initia- 
tive, the night of the final performance, she appeared in an appropriate 
dress with her hair arranged as she thought a ‘‘gossipy’’ person should 
wear it. She did excellent work on the stage, showed no stage fright, 
and repeated her lines in such an exact, yet humorous manner, that she 
received more applause than the rest of the cast. Upon seeing her 
analyst after the play she said, ‘I felt I was at home."’ With this 
opening the analyst was able to point out that the part satisfied her 
deeply repressed wish to carry on the same type of aggressions por- 
trayed on the stage. The woman was angered by this and maintained 
that she was merely acting, that she had heard neighbors at home talk 
in that fashion, that all the fun had been spoiled by the doctor's re- 
marks. Actually she meant that she was angry because she recognized 
the nature of her aggressions. Through further talks with her physi- 
cian she was given insight into the aggressive wishes which produced 
her depressions. 

A young lady about twenty-five years of age took the part of a sales- 
woman. She had entered the hospital in an almost catatonic stupor, 
had been in the institution seven or eight months, and was making a 
gradual, consistent recovery when this small part was offered her. She 
accepted the lines without urging and had little difficulty in learning 
them. At rehearsals she needed constant reassurance because she had a 
great deal of fear of hostile reality which had been an etiologic factor 
in her illness. Two or three days before the play she became notice- 
ably depressed and seemed to lack confidence in herself. The night of 
the dress rehearsal a large hat which partially shaded her face was 
secured for her, and she then seemed more confident. The night of the 
final performance she presented her lines well and showed little or no 
fear. 
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It was interesting to note that she had extreme difficulty in learning 
the lines which mentioned ‘‘one’s own home’’, a fact quite in keeping 
with her hostility toward her own home, and the repression of her 
aggressive tendencies toward members of her family. It was observed 
that through her dramatic activities this young woman was reinstated 
in the group and that she received narcissistic gratification which was 
helpful in building up her ego; by means of this reality success she 
gained added confidence in herself. 


CONCLUSION 


The above explanations and examples indicate how dramatics 
may have a distinct value as a therapy in a mental institution. This 
simple farce provided outlets for the unconscious needs of the patients 
that participated and for those who witnessed it. A man and a 
woman who had the unconscious desire to identify themselves with 
one of the opposite sex were allowed to gratify these wishes in a 
socially acceptable manner. The desires to be aggressive, to create, 
and to obtain love were satisfied in fantasy through the play. Some 
patients gained further insight into their own problems, and thus 
were able to further their own recovery. The therapists, by observing 
the patients, were helped in understanding their difficulties. No 
little value stemmed from the demonstration to those involved in the 
production that they could, by their coérdinated efforts, function as 
members in a social group. Finally, other patients who participated 
only as members of the audience received some benefit from identifica- 
tion both with characters in the play and with actors in the play, 
their fellow patients, who had made this contribution to the social 
life of the hospital. 

It might be pointed out that while there is likely to be some spec- 
ificity of the problems presented in certain plays that could have 
particular bearing on the problems of certain patients, we are of the 
opinion that no direct attempt need be made in picking out a play to 
suit the problems of patients. Though it seems that the play described 
in this paper may have been a particularly happy choice, we feel that 
in any play centering around the problems and difficulties of inter- 
personal relations there will be adequate material for alert therapists 
to utilize. 


PHANTASY IN MAL-ADJUSTED CHILDREN AS OBSERVED IN 
THREE CASES AT THE SOUTHARD SCHOOL 


By Eucene E1sner, M.D. 


Phantasy may be defined as an imaginative expression of the emo- 
tional life, conscious for the most part, but characterized by a symbolic 
investiture and a cathartic function. It would appear from some of 
the literature that because phantasies are in a sense flights from reality, 
they are therefore regressions. One recalls Freud's statement that 
day-dreaming is a continuation of child-play' and that while the adult 
may regard his phantasies secretively as ‘‘being childish and as some- 
thing prohibited,’’? the child is unashamed and does not purposely 
conceal. 

This paper endeavors to describe the functional correspondence be- 
tween phantasy and reality using some phantasies of three maladjusted 
children. These phantasies will be described as integral expressions 
of the personality subserving constructive as well as destructive 
functions. 

Several approaches to this problem have already been made and the 
subject is by no means a new one. Ackerman,’ Appel,‘ Bender,® 
Isaacs,* Lyle and Shaw,’ and others approached the subject from the 
standpoint of the medium of the child’s artistic expression. Freud* 
and others have studied the stories that children fabricate; Ricklin® has 
made psychological investigations into the fairy tales commonly told 
children. Piaget'® and his school have explored the child's imagina- 
tion by way of direct questionings. 

Such studies are enlightening as to the difference between child and 
adult thought. We know that younger children are more or less com- 
pletely egocentric and that their phantasies constitute, in great part, 
the world in which they live. Owing to the child's inadequate ver- 
bal powers, expression is at first individual, imitative, and symbolic, 
and the imaginative ingenuity of the child expressed as phantasies 
serves a very useful purpose of stimulating mental growth as well as 
introducing new environmental relationships. Thus the child grows, 
with an increasing appreciation of phantasies and the manner in which 
27 
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such thinking departs from reality. Day-dreaming and play then 
serve the function of linking the external (physical) with the internal 
(psychological); in other words, the child utilizes phantasy as a guide 
between the dangers of psychosis (the denial of external reality) and 
those of neurosis (the denial of psychic reality)."' 

In the present paper, I have attempted to disclose a section of. the 
phantasy lives of three children observed at The Southard School for 
periods varying from one month to one year. My endeavor has been 
to interpret the meaning of their phantasies, and to discuss the various 
functions which such expressions may serve. 


CASE MATERIAL 


Steve was an only child of twelve. He displayed many fears about 
doctors and operations, and was unusually preoccupied with thoughts 
of death and suicide. He frequently expressed the desire to become an 
undertaker, to commit suicide, or to kill his parents. 

When he was three years old, he sustained a fracture of the base of 
the skull, following an automobile accident. After fifteen hours of 
unconsciousness (during which period bloody spinal fluid was re- 
peatedly withdrawn) and three months of bed rest, he finally was able 
to rejoin his parents. There, the home conditions were always un- 
satisfactory: his mother was an ailing, complaining invalid; his father 
meek and undersized. Following the accident and until the age of six, 
the patient suffered from major convulsions. When these attacks 
ceased, Steve's behavior became more and more hyperactive and 
bizarre. Finally, after months of alternate fluctuation between ex- 
travagant braggadocio and sullen self-deprecation, he was admitted 
to The Southard School. 

[cis difficult to appreciate the extremes to which his behavior went. 
During his first few days at the school, he blustered and swaggered 
continuously; with a cigarette dangling from one corner of his mouth, 
he introduced himself, ‘I'm a big shot, who are you?”’ Yet, at the 
same time, he seemed obsessed with his own inadequacy and betrayed 
these feelings by such statements as “‘I'm a dope, because I'm just 
dumber than dumb. I don't know a damn thing about anything." 

A curious feature was his apparent inability to distinguish between 
fact, phantasy and dream. One day, for example, he wrote his parents 
asking them to call for him immediately and take him home, ane 
(he said) early that morning he had been given ether, preparatory to a 
major operation. When confronted with this misrepresentation, he 
became ildered but insisted that since he had dreamed of having 
had an operation, he ought to go home because his parents would want 
to see how he was feeling. 
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At another time, Steve exclaimed that he was ‘‘through slaving for 
The Southard School"’ for, he said, his mother had never expected him 
to clean gutters and wash sewer pipes. When this outburst failed to 
arouse attention, Steve raged for a while, declaring that at any rate 
he should not be required to wipe the dishes in the kitchen. 

Steve had several delusions (which were various and unsystematized) 
one of which concerned the fact that others were writing notes about 
him and knew he had “‘killed that man."" Later in the day, he spoke 
of having dreamed of shooting a man who had tried to steal into his 


father’s house. 


These examples may be understood as verbal expressions of the con- 
fusion which existed between the imagined and the actual. The 
patient fully expected his unconscious phantasies (his two dreams) 
to justify his wish to see his parents as well as his delusion that others 
were writing about him. These thoughts (whether to call them true 
dreams, or preconscious phantasies according to Varendonck, is a 
problem which need not concern us necessarily) formed interesting 
correlates with his bragging and heroic posing. 

The combination of physical injury (at the age of 3) and inadequate 
home with invalid parents seemed to have contributed to Steve's 
disorder. In his phantasies, he replaced his weak parents with the 
blustering construction of his own invention and his erotic needs were 
displaced thereby from the real parents to ideal, phantasied substitutes. 

The aggressive components of Steve's phantasies were illustrated by 
his sneering ‘‘big shot’’ attitude and by his dream of killing someone. 
Their self-aggressive or punitive character were reflected in his state- 
ment that he had been forced to clean sewers and in his dream of 
having submitted to an operation. His phantasies therefore served 
destructive as well as constructive aims. The confusion, as described 
above, of reality, phantasies, and dreams betrayed evidence of the 
severity of Steve's maladjustment. 


Tony, the second case, was a red-headed, freckled youth of sixteen 
whose belligerence and refusal to conform to any group standards made 
him a failure at school and a problem at home. His younger sister, 
Terry, was very popular and more advanced scholastically than was 
the patient. 

¢ most significant feature of Tony's past life was the death of 
his mother when he was seven and a half years old, and the subsequent 
management of the household by the father, an unsympathetic and 
strict person. The father complained that Tony was so disobedient 
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when with others that he had to be restrained or completely isolated 
from their company to avoid embarrassmént. The patient annoyed 
his father frequently and invariably received a beating in return. 
The child, on his side, was very rae | in his hatred of his father, and 
called him a “‘brainless idiot,’’ a ‘‘numbskull,’’ and “‘bad rubbish."’ 

Tony had a loud and grand manner of speaking (as for example, in 
referring to an airplane crash as an ‘‘inadvertible disaster’’); actually, 
however, his judgment was defective and his intelligence rather low. 
His writing was an almost ae scrawl. His manners and 
actions in general were never those of a mature adolescent, but rather 
those of an insecure, restless, young boy. Whenever adult friends 
visited the school, he ran upstairs to his room, or sought protection 
in an older feminine figure. 

Tony's phantasies presented a well systematized elaboration con- 
cerning Hollywood, airplanes, sleuths, G-Men and public enemies. 
In these activities, Tony was always the central figure; he said that a 
large corporation emr’oyed him at a salary of $100,000 a year to make 
several movies. In cmese pictures, Tony took the part of a fearless 
aviator and ace flyer who committed great feats of endurance and 
versatility, trapping robbers and bandits. He called himself ‘“The 
Eagle,’’ and in his pictures he was a fabulously beneficent figure who 
maintained a disguise until the end when, in spite of all odds, he was 
victorious. 

Tony related that one afternoon, while standing near his window, 
he heard a low voice which said, ‘‘Tony, I'm coming to get you.” 
The sound seemed to emanate from between two trees outside. How- 
ever, Tony hastened to add immediately that at one time in his career 
he had helped detectives catch a ‘dangerous criminal’’ with the aid of 
his trusty six-shooter. 

For the greater part of a month, he persisted in weaving heroic stories 
about himself. He would torment his younger schoolmates and would 

ke his two toy pistols at adults in “‘stick-up"’ fashion. Finally, he 

id retract many of his supposed adventures, but only half-heartedly. 
He could never relinquish his ‘‘Eagle’’ existence completely. tt 
seemed to have supplied for him a medium, however fantastic, for 
bridging the gap between his ego-strivings (to become a hero) and the 
reality situation (his inferiority). 


In such patients, the presence or absencé of true hallucinations is 
difficult to determine. Tony appeared to have heard voices entering 
his window but his report of this experience was followed by another 
story obviously fictitious. Therefore, what appeared at first sight to 
have been a hallucination was probably 2 part of his less-distorted 
phantasied existence, evoked at the moment to increase his self-esteem. 
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It appears likely that the cinema hero, the master detective, the 
G-Men, and the Eagle were all symbols of paternal figures, i.c., of 
authority and power. Some of these may have expressed his own 
wish for the kind of father he would have preferred in real life, or they 
may have been expressions of his own efforts to prove his superiority to 
his father. 

Since his phantasies expressed the kind of power he would have 
loved to possess, they therefore served constructive (though ideal) 
ends. However, the reality situation of dead mother, unkindly father, 
superior sister, and failure at school were immediate witnesses of his 
incompetency. He could never successfully play his self-chosen réle of 
movie hero. Tony's reaction to these repeated frustrations took the 
form of insults hurled at his father, aggressive play-acting with other 
adults (whom, for example, he would confront with his pistols), and 
anxiety expressed by restless teasing of children younger than himself. 


Thalia, the third case, was a girl of eighteen, who had been un- 
manageable because of her persistent lying and disinterest in studies. 
This extraordinary facility for story-telling incurred dismissal from 
— institutions and was one of her chief problems at The Southard 
School. 

Thalia had a younger sister who had been exemplary in her develop- 
ment and very popular at school; the patient, however, was less 
friendly with others, had a club foot and was frequently ridiculed 
because of it. The mother was over-protective and regarded her 
daughter's difficulties with horror; the father, a professional man, 
was very chagrined. Before she was thirteen years old, her mother 
had given her considerable sexual information concerning menstrua- 
tion and childbirth, although such instruction was unrequested by 
the child; at fifteen, the patient became intimate with a pregnant 
woman who had been suffering considerable abdominal pain. 

Thalia spoke freely and glibly; if the stores were bizarre, they were 
nevertheless replete with circumstantial candor: 

“I just detest Indians. Did I ever tell you about my father’s grand- 
father? No? Well, you see, he was killed by an Indian. It was a 
shame. He had a wife and two babies, and he was found dead one 
day in the backyard with an arrow through his heart. It wasn't a 
big arrow cither, but it was enough to get him. He went out in the 
morning to milk the cows, and when next seen he was found dead with 
an arrow in his back.” 

This particular narrative seemed to have been inspired by the med- 
ical attention an Indian girl at the school had received that morning 
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because of menstrual pain. If the listener remained incredulous at 
such a story as the above, a more unscrupulous one frequently followed. 
For example, Doctor X (of our staff) was then accused of having been 
unfaithful to his wife: 

‘*A man of your age! I'm surprised at you. For goodness’ sake, 
how many women do you want? You have one already. Oh, I've 
got my evidence; with the help of one of your fellow doctors, as a 
matter of fact. It was he who fest called my attention to things, but 
that’s no reason for your going ahead and kissing Miss V. Afeer all, 
she is going away soon on her vacation, back to her Bobby."’ (When 
Thalia was asked why she made all these accusations, she answered:) 
“Because that Doctor X is like a little puppy without a tail.’" (She 
was asked to explain further and after many evasions she finally seized 
a dictionary and pointed to ‘‘penis’’ as the word she meant for “‘tail.’’) 
“Oh, that tor X, how I would love to cut him into little pieces and 
eathimallup.’’ (Later, when Miss V. was asked to identify ‘‘Bobby,"’ 
she explained that he was her ten year old brother.) 

Previous authors": have pointed out that the pathological liar is 
never static but active, and always pushes onward in his stories no 
matter how astonishing the conclusion. The final character of the 
lie may therefore become that of a delusion and be acted upon accord- 
ingly. For example, as Doctor X was vile Thalia, she reached for 
his ear and whispered, “‘Go and kiss Miss V.; now is your chance." 

On different occasions, Thalia imagined herself a pregnant woman or 
the mother of several children. To unsuspecting visitors she vividly 
described her ordeals as a mother. She often complained to her phy- 
sician about vague abdominal pain, and through various complaints, 
attempted to secure a pelvic examination. 


Freud has said of delusion that it ‘‘is found like a patch on the spot 
where originally there was a rent in the relation between ego and outer 
world."’'® Thalia’s longing (conscious as well as unconscious) to 
become pregnant as her mother had been, could nowhere find satis- 
faction in her reality situation; she therefore attempted to resolve this 
breach with such patches as her imagination could conjure up. The 
erotic nature of these phantasies is apparent. The symbolization of 
their content was not well disguised> the physician accused of un- 
faithfulness was presumably desired by the patient, who wished to be 
a partner in the transgression. Similarly, in order to gain more love, 
she appeared to have identified herself with Miss V., whom the patient 
also imagined was loved by this same physician. These phantasies are 
constructive in function because they supply wished for (and otherwise 
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forbidden) gratifications. By such guises as the above she could ap- 
pear pitiable, or alluring or sophisticated in turn. Considering her 
awkward figure and her prosaic, childish face, her phantasies formed 
startling contrasts. 

There is, on the other hand, considerable aggressiveness implicit in 
Thalia’s phantasies. For example, her story of the Indian who killed 
her relative was her response to the attention an Indian girl was re- 
ceiving; the inference is that Indians are dangerous, therefore, unworthy 
of solicitude. Her phantasy of the unfaithful doctor who is “‘like a 
little puppy without a tail,’’ her wish to cut him up into little pieces 
and to devour him are patent expressions of her destructive impulses. 
Such impulses are, therefore, seen to be interwoven with patent erotic 
aims. This constructive-destructive interconnection is characteristic 
of phantasy just as it is of all other psychological manifestations." 


COMMENTS 


The relative strength of the love and hate components in phantasy, 
and the extent of such thinking at different levels of development 
constitute problems worthy of continued study. In this paper, 


several phantasies of three maladjusted children have been presented; 
the symbolic investiture of the phantasies themselves, as well as 
their erotic (constructive) and aggressive (destructive) elements have 
been suggested. An attempt has been made to explain some of the 
possible functions which phantasy may subserve for the maladjusted 
personality. 
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BOOK NOTICES 


Manual of Psychiatry and Mental Hygiene. By Aaron J. Rosanorr, M.D. 
Seventh Edition. Price $7.50. Pp. 1091. New York, John Wiley 
& Sons, Inc., 1938. 

This prodigious volume (1091 pages), much of it in very fine print, 
contains many excerpts from the works of other writers, many detailed 
fragments of case histories, some new and unfamiliar concepts (for 
example, Chapter 23, ‘‘Chaotic Sexuality Including So-Called Schizo- 
— Psychoses’"9, numerous tables, formulae, and illustrations, a 

ong glossary and index, but very few references to any modern Ameri- 

can psychiatrists. (K. A. M.) 


Love, Hate and Reparation. By Mevanie and Joan Riviere. 

Price 3s. 6d. Pp. 119. London, The Hogarth Press, 1937. 

Written in clear, non-technical language, this small k should 
provide a real contribution to the sound psychoanalytic literature 
which the public can understand. Mrs. Klein and Mrs. Riviere, both 
experienced British lay analysts, have put into this ‘‘psychoanalytical 
epitome’’ (Number 2 of this series) public lectures given under the 
auspices of the British Psychoanalytic Society on the related topics of 
‘Hate, Greed and Aggression’’ and ‘‘Love, Guilt and Reparation." 


(R. P. K.) 


Papers on Psycho-Analysis. By Ernest Jones, M.D. Price $8.00. Pp. 
622. Baltimore, William Wood & Co., Fourth edition, 1 


8. 

Six years ago this book began life as an exposition of Freud , psycho- 
analytic theory and practice, and the history of the four editions of 
this book reflects the history of psychoanalysis. The first part of the 
book is devoted to “‘general papers,"’ ranging from a marvelous de- 


scription of Freud's psychology to the problem of instincts and endin 
with the author's thought about the “‘future of psychoanalysis. 
The four chapters of the second part deal with the psychoanalysis of 
dreams, and form the transition to the third part, ‘ Clinical Papers.”’ 
Jones’ work, which belongs to the classics of psychoanalysis, may be 
found here, especially his papers on obsessional neuroses, impotency, 
aphasias, anxieties, fears, guilt and hate, the mantle symbol, jealousy 
and similar topics. The psychoanalytic study of the child forms the 
last and fourth part of the Gosh. (M. G.) 


Essentials of Psychiatry. By Grorcr W. Henry, M.D. Price, $5.00. 
Pp. 454. Baltimore, Williams & Wilkins Co., Third edition, 1938. 
is new edition, the third, shows a very noticeable swing from 
Meyerian to Freudian psychiatry. New chapters on mental examina- 
tion, disorders of childhood, and psychiatry in general practice have 
been added, but mention of the newer shock therapies is lacking, and 
the subject of psychiatric nursing is rather superficially considered. 
(R. T. M.) 
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PUBLICATIONS BY MEMBERS OF THE STAFF 


Orr, Dovorass W., M.D., and Orr, Jean Waker. Health Insurance 
With Medical Care: The British Experience. Price $2.50. Pp. 271. 
New York, Macmillan, 

So many accounts of the British health insurance have been char- 
acterized by careless reporting that this book should meet with a 
hearty welcome. As the Orrs say, ‘“The way to find out about a 
thing is to go and have a look at it,’’ and a look at it for the 
Orrs consisted of spending five months talking with the patients 
who receive medical service under the panel system and the physicians 
who provided it. In the Orrs’ words this meant interviewing ‘‘every- 
one we met: the maids who tidied up our rooms, the waiters who served 
our meals, and even the hairdresser at Marshall and Snelgrove’s store 
on Oxford Street."" They not only interviewed the workers they met 
casually but systematically interviewed housewives, husbands, and 
young folks who were affected by the panel system. The result is, 
the reviewer believes, the most complete and accurate report of the 
National Health Insurance program that has yet been made. David 
Lloyd George says of it: ‘To our people it will give a 7 
clear and Slated picture of the complexity of our existing healt 
services and of the nature of the problems involved in their further 
extension and reform."’ 

The testimony of the workers, workers’ families, panel doctors, 
officials, and all others interviewed, with the studies made of official 
statistics, provide the best kind of evidence for evaluating the British 
health program. 

A condensation of some of the essential facts about British National 
Health Insurance as presented by the Orrs: 


Virtually every employed person earning less than $1,250 per year must carry such in- 
surance. This provides general medical care, medicines and weekly cash benefits. 

The insurance fund is supported by workers’ contributions of 10¢ per week per worker, 
employers’ contribution of 1o¢ per worker per week and government contributions of 
one-seventh of total contributions plus the costs of administration. 

Patients may not only choose their own panel physicians, but may change panel 
physicians if they wish. 

Panel physicians serving one member of the family frequently become the family 
physician, an indicator of the quality of the service given panel patients. 

Panel physicians see an average of 60% of theirpan®heach year. 

An average panel consists of 1,000 patients. In addition a panel physician may (and 
generally does) carry on a private practice. 

A panel physician receives $2.25 per capita per year, regardless of services rendered. 


The presentation of this material is without coloring or prejudice, 
and it is offered not as a rigid form which should be copied in this 
country but merely for the information of Americans. IRS 
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THE DIAGNOSIS AND TREATMENT OF BRAIN TUMORS* 


By I. S. Wecuster, M.D. 
New York 


The subject of brain tumors has grown considerably in importance 
in the past two decades. The impression may be that they are rare; 
actually they are very common, perhaps more common than most other 
organic brain diseases, excepting of course syphilis and the convulsive 
state. It may be that we are more skilled and expert in diagnosis, but 
there is a body of opinion which holds that brain tumors actually are 
on the increase. There is hardly a week that I do not see one, two or 
three cases. If the neurologist sees them the general practitioner too 
must, and it is only a question of recognition. They are common at 
all ages. I have seen one in an infant of five weeks. It used to be 
said that they are more common in children, but I doubt it. It is not 
so much the incidence as the type of tumor and its location that varies 
with age. 

The mortality used to be as high as 30 to 50 per cent either at opera- 
tion or soon after it. Today the operative mortality is as low as 10 
per cent or less. Much depends, of course, on the type and location 
of the tumor and on the skill of the surgeon. Cushing reported a 
series with a mortality of 6 per cent. Operations for trigeminal 
neuralgia have practically no mortality. Frazier reported a succession 
of 600 cases without any fatality. Brain tumors still offer a bad prog- 
nosis but they are not quite so hopeless as formerly. 

Time was when we were satished with making a general diagnosis 
of tumor. This is no longer enough Today we want to know pre- 
cisely where the tumor is and what is the nature of it. A skilled diag- 
nostician should be able to say with a fair degree of certainty in go 
per cent of cases that there is a tumor in about So per cent of cases 


* Lecture deliwered at the second annus! Postgraduate Course in 
The Menninger (line, Topeka, Kansas 
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the reviewer believes, the most complete and accurate report of the 
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Lloyd George says of it: ‘‘To our people it will give a remarkabl 
clear and helpful picture of the complexity of our existing healt 
services and of the nature of the problems involved in their further 
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The testimony of the workers, workers’ families, panel doctors, 
officials, and all others interviewed, with the studies made of official 


statistics, provide the best kind of evidence for evaluating the British 


health program. 
A condensation of some of the essential facts about British National 


Health Insurance as presented by the Orrs: 


Virtually every employed person earning less than $1,250 per year must carry such in- 
surance. This provides general medical care, medicines and weekly cash benefits. 

The insurance fund is supported by workers’ contributions of 1o¢ per week per worker, 
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Panel physicians serving one member of the family frequently become the family 
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The presentation of this material is without coloring or prejudice, 
and it is offered not as a rigid form which should be copied in this 
country but merely for the information of Americans. IRS 
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